Women's health and a framework convention on global health by Bennett, Belinda
  
Women’s Health and a Framework Convention on Global 
Health 
 
Belinda Bennett 
 
 
This paper considers the role for a Framework Convention on Global Health in 
addressing key challenges in women’s health at a global level. Part I analyses the 
conceptualization of  health in terms of human rights and the linking of women’s 
rights and human rights. Part II seeks to identify pressing issues for women’s 
health, articulating 10 key challenges for women’s health. Part III considers the 
proposal for a Framework Convention on Global Health to meet global health 
needs. Finally, Part IV asks whether international law can provide a valuable 
platform to support recognition and achievement of women’s health rights and 
identifies key elements for supporting and promoting women’s health. 
 
 
INTRODUCTION 
 
In 2000, the 189 Member countries of the United Nations adopted the Millennium 
Declaration, articulating a statement of values and principles at the start of the new 
millennium. This Declaration also set out eight Millennium Development Goals 
(MDGs), with the achievement of these goals measured against specified targets and 
indicators. There have been some real advances in global health in the period since 
the adoption of the MDGs. There have, for example, been real reductions in extreme 
poverty, with the proportion of people in developing regions living on less than $1.25 
a day falling from 47% in 1990 to 14% in 2015.1  This dramatic reduction means that 
the world met its MDG target of reducing extreme poverty to half its 1990 level.2 
However, despite this achievement, there are still more than 800 million people 
living in extreme poverty.3 Compounding these figures is the fact that many of the 
world’s poorest countries bear the heaviest burden in terms of infectious diseases 
such as cholera, tuberculosis, and malaria.4 The poorest areas are increasingly 
bearing a heavy burden of non-communicable diseases as well, including cancers, 
cardio-vascular disease, smoking-related illnesses, and obesity.5  
With the adoption of the Sustainable Development Goals (SDGs) in 20156 it is 
fitting to consider what the future holds for women’s health. Although there have 
been significant improvements in the health of women and children in recent years, 
including as a result of the Global Strategy for Women’s and Children’s Health, 
launched in 2010,7 challenges still remain.8 As noted by UN Women, the tracking of 
progress of the goal of promoting gender equality and empowering women 
articulated in MDG3, has been regarded as overly narrow, since the achievement of 
this goal has been measured only in terms of gender parity in education.9 Other 
issues that need to be addressed in order to achieve gender equity and women’s 
empowerment include gender-based violence, wage discrimination, the unequal 
distribution of unpaid work, the sexual and reproductive health of women and girls, 
unequal distribution of economic resources, and women’s lack of access to decision-
making.10  UN Women recommended that, “a transformative stand-alone gender 
equality goal must be a core element of the post-2015 development framework and 
the SDGs.”11 The Sustainable Development Goals include as SDG5 the goal to 
“achieve gender equality and empower all women and girls.”12 
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This paper analyzes the key challenges for women’s health and asks whether a 
Framework Convention on Global Health (FCGH) could help to support 
improvements in women’s health. Part I analyzes the conceptualization of health in 
terms of human rights, and the linking of women’s rights and human rights. Part II 
articulates 10 key challenges for women’s health. Having identified these challenges, 
an important question is whether law can play a valuable role in promoting and 
improving women’s health. Part III outlines the proposal for a Framework 
Convention on Global Health. Finally, Part IV asks whether international law can 
provide a valuable platform to support recognition and achievement of women’s 
health rights. This paper argues that a Framework Convention on Global Health 
could play an important role in improving the health of many of the world’s poorest 
people, most of whom are women and children. However, if it is to achieve its full 
potential in terms of women’s health, women’s health-related rights, and the 
measures designed to support them, gender-related considerations and targets 
measured by data that is disaggregated on the basis of sex will need to be key 
elements of the FCGH. 
 
HEALTH AND HUMAN RIGHTS 
 
Over the past few decades two important developments have been of particular 
significance for women’s health. The first of these developments has been the 
conceptualization of health in terms of human rights. While a gendered analysis has 
not been at the core of the health and human rights trend, the linking of health and 
human rights has been a significant development with important implications for the 
conceptualization of health rights generally. The second development is the 
conceptualization of women’s rights and human rights. These two developments 
combined have reshaped the scope of the potential for women’s health into the 
future, opening new avenues for real and practical improvement in the lives of 
women around the world. 
International human rights law recognises the link between health and human 
rights. For example, Article 25 of the Universal Declaration of Human Rights 
provides that “Everyone has the right to a standard of living adequate for the health 
and well-being of himself and of his family.”13  The link between health and human 
rights developed further with the articulation of the right to health in the 
International Covenant on Economic, Social and Cultural Rights (ICESCR) and the 
requirement in Article 12 for States Parties to “recognize the right of everyone to the 
enjoyment of the highest attainable standard of physical and mental health.”14 The 
link between health and human rights has become part of international law15 and the 
language of human rights is now a defining feature of global health governance.16  
These are, of course, not the only international instruments relevant to health 
and human rights. The Convention on the Elimination of All Forms of 
Discrimination Against Women (CEDAW), the Convention on the Rights of the 
Child, the International Convention on the Elimination of All Forms of Racial 
Discrimination, and the Convention on the Rights of Persons with Disabilities 
(CRPD), as well as a number of other instruments, all form part of international 
human rights law on the right to health.17 The Convention on the Elimination of All 
Forms of Discrimination Against Women (CEDAW)18 has, for example, provided an 
important vehicle for articulating women’s health-related rights.19 Article 12(1) 
provides that “States Parties shall take all appropriate measures to eliminate 
discrimination against women in the field of health care in order to ensure, on the 
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basis of equality of men and women, access to health care services, including those 
related to family planning.” 
As Sofia Gruskin points out, in the field of global public health, the connection 
between health and human rights can be traced to four developments.20 First, in the 
1980s, the language of human rights came to be an important aspect of responding to 
HIV/AIDS, as the human rights approach was a key part of countering the stigma 
and discrimination associated with the disease. Second, the various United Nations 
conferences addressing issues relevant to human health, such as the International 
Conference on Population and Development in 1994, and the declarations and 
programs for action that developed from them, helped to conceptualize health in 
terms of human rights. Third, the United Nations has increasingly understood its 
work on health within a human rights framework. Finally, individual countries 
themselves have increasingly understood their health-related activities in terms of 
complying with their international human rights obligations. 
Another key development has also been evident in relation to women’s health 
and human rights. Concerns around reproductive rights have been articulated in 
terms of human rights,21 and feminist scholars have also challenged the gendered 
dimensions of international law,22 asserting that “women’s rights are human 
rights.”23  Furthermore, as Yamin points out, feminist analyses of reproductive 
rights, which see rights in broad, contextual terms, have “challenged not only the 
utilitarian premises of public health but also the individualistic premises of 
traditional human rights.”24  The intersection of human rights and reproductive 
rights has led to new ways of conceptualizing rights related to reproductive health. As 
Gable has argued: 
 
“The human right to reproductive health exists at the intersection of 
discourses about reproductive rights and the right to health. However, the 
human right to reproductive health is not merely a subcomponent of the right 
to health or one of several rights included under the rubric of reproductive 
rights. Rather, the human right to reproductive health presents a unique 
conceptualization of human rights protection focused on considerations of 
reproductive health and the fulfillment of factors necessary to support good 
reproductive health.”25  
 
By situating the conditions for health within broader social contexts, debates around 
women’s health remind us that health does not exist in a vacuum. 
Although this article focuses on women’s health, the impact of gender on 
health is not limited to women. There are gendered dimensions to a range of health 
indicators. For example, men often have poorer health outcomes than women on a 
range of measures that include lower life expectancy, and increased mortality rates 
for accident-related deaths, and alcohol-related harm.26 Such disparities demand 
that we develop gendered understandings of health that address the distinct needs of 
both men and women.27  The focus in this article on women’s health aims to analyze 
these needs for women. However, it is recognized that similar work is needed on 
men’s health. As we move towards the implementation of the Sustainable 
Development Goals, and as we consider the proposal for a Framework Convention on 
Global Health, we need to understand the health needs of both women and men, and 
identify those needs that are shared and those that are sex- or gender-specific. 
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10 KEY CHALLENGES FOR WOMEN’S HEALTH 
 
In seeking to identify a number of key issues for women’s health it is not intended to 
suggest that these are the only health issues facing women.28 However, the 10 
challenges articulated here affect great numbers of women and for that reason are 
worthy of focused attention. 
 
1. Safe abortion and contraception 
 
Access to contraception and to safe abortions have both been longstanding priorities 
for women around the world. With an estimated 21.6 million unsafe abortions 
globally in 2008,29 the implications of a lack of access to safe abortion are evident 
from the grim mortality figures. In 2008, an estimated 47,000 women died from 
unsafe abortions.30 Although there has been recognition of the importance of a 
human right to safe medical care, including safe abortion,31 access to legal abortion 
remains a complex issue for women for although 98% of countries permit abortion to 
save a woman’s life, abortion is available on request in only 28% of countries.32 As 
the World Health Organization has noted, “The legal grounds [for abortion] largely 
shape the course for women with an unplanned pregnancy towards a safe or an 
unsafe abortion.”33  
Of course linked to the issue of access to safe and legal abortion is that of 
access to safe and effective forms of contraception. While contraceptive use has 
increased globally, there is still an unmet need for family planning.34 The lack of 
access to effective contraception complicates women’s reproductive health by 
potentially exposing them to the risk of unsafe abortions, or to the risks associated 
with pregnancy and childbirth. SDG3 establishes a target of ensuring by 2030 
“universal access to sexual and reproductive health-care services, including for 
family planning, information and education, and the integration of reproductive 
health information into national strategies and programmes.”35 
 
2. Maternal and infant mortality 
 
Although mortality rates for children less than five years of age reduced by 53% in 
developing regions between 1990 and 2015, the reduction in mortality fell well short 
of the MDG target of reducing child mortality by two-thirds by 2015.36 Stark 
disparities exist between countries. In Sierra Leone, for example, the mortality rate 
for children under 5 years of age is 262 per 1,000 live births. This compares to a rate 
of 6 per 1,000 in Australia and Canada.37  SDG3 has a target of reducing “under 5 
mortality to at least as low as 25 per 1,000 live births” by 2030.38 
In 1990, there were an estimated 523,000 maternal deaths.39 By 2013, this 
figure had fallen to 289,000, a dramatic reduction of 45%.40  The maternal mortality 
ratio decreased from 380 maternal deaths per 100,000 live births in 1990 to a rate of 
210 in 2013.41 However, the developing world accounts for 99% of maternal deaths.42 
SDG3 sets a new target of reducing “the global maternal mortality ratio to less than 
70 per 100,000 live births” by 2030.43 
 
3. Women and sexual health 
 
Although there have been dramatic increases in the number of people receiving 
antiretroviral treatment for HIV, there is still a need for further work to ensure 
universal access by all who need it.44 Access to information and education about 
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sexual health is vitally important. The Committee on the Elimination of 
Discrimination Against Women has stated that: “States Parties should ensure, 
without prejudice or discrimination, the right to sexual health information, 
education and services for all women and girls […] even if they are not legally 
resident in the country.”45  Law can play a vital role in supporting the sexual and 
reproductive health of women through recognition of sexual health rights through 
human rights frameworks by ensuring equity in access to information and resources, 
non-discrimination in domestic laws and policies, and removal of legal barriers to 
women’s access to sexual health services including contraception and abortion.46  
 
4. Poverty and women’s health 
 
Poverty is a key factor in poor health. Lack of access to adequate nutrition, housing 
and health care are all compounding factors for poor health. Women are particularly 
likely to experience poverty.47 Given the well-established links between poverty and 
poor health outcomes, any gendered dimensions to poverty are likely to correlate to 
gendered dimensions in terms of health outcomes. 
 
5. Gender-related violence 
 
Violence against women is widespread, with almost one-third of women (30%) 
worldwide who have been in a relationship having experienced physical and/or 
sexual violence from their partner, and 7% of women globally having been sexually 
assaulted by someone who is not their partner.48 There is also increasing recognition 
of the prevalence of sexual violence in the context of war and conflict.49 Such violence 
has significant impacts on the health of affected women.50 In its General 
Recommendation No. 19, the Committee on the Elimination of Discrimination 
Against Women stated that “Gender-based violence is a form of discrimination that 
seriously inhibits women’s ability to enjoy rights and freedoms on a basis of equality 
with men.”51  
There is increasing international recognition of the role of law in protecting 
women’s rights with respect to gender-based violence.52 UN Women has published a 
Handbook for Legislation on Violence Against Women to provide a framework for 
model legislation.53 SDG5 includes as a target the elimination of “all forms of 
violence against all women and girls in the public and private spheres.”54 
 
6. Gender, food and water 
 
Globally, one in seven children is underweight, with one in four children under five 
years having stunted growth.55 SDG2 establishes the goal to “end hunger, achieve 
food security and improved nutrition and promote sustainable agriculture.”56 
In its General Recommendation No. 24, which elaborates on Article 12 in 
CEDAW, the Committee on the Elimination of Discrimination Against Women 
noted: 
 
“that the full realization of women’s right to health can be achieved only when 
States Parties fulfil their obligation to respect, protect and promote women’s 
fundamental human right to nutritional well-being throughout their lifespan 
by means of a food supply that is safe, nutritious and adapted to local 
conditions.”57  
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The MDG target of halving the proportion of people without access to 
improved drinking water has been met, but an estimated 663 million people are still 
living without improved drinking water.58 SDG6 is the goal of ensuring “availability 
and sustainable management of water and sanitation for all.”59 In many countries 
women and girls bear the primary burden of collecting water.60 Furthermore, the 
gendered distribution of responsibilities for collection of water and solid fuels for 
domestic use means that women spend time on these tasks that “could otherwise be 
spent on income-generation, education or care for family members, all of which are 
related to the health status of women and of their families.”61  Access to water has 
been identified as important for the empowerment of women in society.62 UN 
Women recommended that progress be measured by indicators that include data 
which shows, by sex, the average amount of time spent each week on water 
collection.63  
 
7. Women and disability 
 
Article 6 of the CRPD recognises “that women and girls with disabilities are subject 
to multiple discrimination.”64  The Preamble to the Convention recognises “that 
women and girls with disabilities are often at greater risk, both within and outside 
the home of violence, injury or abuse, neglect or negligent treatment, maltreatment 
or exploitation.”65  There is a real need to engage with the Convention and to analyze 
its role in supporting and protecting the rights of women with disabilities and to 
understanding the intersectionality of women’s lives.66  
 
8. Gender and aging 
 
Many developed countries are experiencing the combination of falling birth rates and 
an aging population. Indeed, in 2010 it was estimated that “within 36 years there will 
be more people over the age of 60 than children less than 15 years, globally.”67 This 
aging of the population does have a gendered dimension as women comprise a 
greater proportion of the elderly.68 Furthermore, the aging of the population is not 
only an issue for developed countries, as more than half of the world’s over-60 
population lives in developing countries.69  
Once again, the multiple dimensions to women’s lives are evident in the ways 
that gender, aging and women’s roles as caregivers intersect. Older women often play 
important roles in society as caregivers of children, including of children who have 
been orphaned through humanitarian crises or diseases such as HIV/AIDS,70 and as 
carers of elderly spouses. Indeed, the Committee on the Elimination of 
Discrimination Against Women has stated that it is  
 
“concerned about the conditions of health-care services for older women, not 
only because women often live longer than men and are more likely than men 
to suffer from disabling and degenerative chronic diseases, such as 
osteoporosis and dementia, but because they often have the responsibility for 
their ageing spouses.”71  
 
9. Access to health care 
 
Access to health care is an essential element of good health. The provision of 
universal health coverage (UHC) ensures that access to health care is available to all. 
With international efforts to introduce UHC, a gendered analysis is important in 
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order to appreciate the gender-related factors that may be a barrier to access to 
health care.72 These may include differing access to household resources, family and 
work responsibilities, social and cultural norms that may limit women’s ability to 
travel unaccompanied, and the need to understand gendered patterns of disease 
when setting priorities and benefits for UHC,73  which may not be realized without a 
gender-based analysis of UHC. 
 
10. Non-communicable diseases 
 
At the same time as hunger continues to be a problem for many people in developing 
countries, non-communicable diseases (NCDs) including diabetes and obesity are 
increasingly taking a toll on the health of the world’s poor. With NCDs accounting for 
63% of deaths globally in 2008,74 there is increasing recognition of the need for a 
global approach to tackling NCDs75 and of the importance of a human rights 
approach to combating NCDs.76 A gendered analysis of NCDs is also particularly 
important in order to appreciate the impact of NCDs on women’s health and to 
ensure planning of appropriate health services.77  
 
LEGISLATING GLOBAL HEALTH RIGHTS 
 
A proposal for a Framework Convention on Global Health (FCGH) has emerged in 
response to the profound challenges posed by global health disparities. Although 
significant progress in global health has been achieved through the work on the 
MDGs, the need to strengthen health systems at both the national and the global 
level remains an important issue for global health. The recent Ebola crisis in West 
Africa has also highlighted the need for robust and resilient health systems.78 The 
proposal for a new Convention involves a “bottom-up strategy” that would aim to: 
build capacity; set priorities; engage stakeholders; coordinate activities so as to 
harmonize the various programs currently operating; and evaluate and monitor 
progress.79 Under this approach, States would initially negotiate the terms of the 
Convention to establish the parameters for common action. During later stages, 
States would negotiate and ultimately agree on specific protocols aimed at setting out 
the measures to be taken to address particular issues or concerns.80  
The FCGH would build upon other international treaties, such as the Kyoto 
Protocol and the Framework Convention on Tobacco Control, that have taken 
innovative legal approaches to issues of common international concern.81 Although 
the detail of a FCGH would need to be negotiated between key stakeholders, Gostin 
has proposed some broad principles for the Convention, addressing its mission, 
objectives, engagement and coordination, obligations of States and other 
stakeholders, institutional structures, mechanisms for monitoring and enforcement, 
ongoing scientific analysis, and guidance for subsequent lawmaking.82 Importantly, 
Gostin proposes that the mission of the FCGH should be for “Convention Parties [to] 
seek innovative solutions for the most pressing problems facing the world in 
partnership with non-State actors and civil society, with particular emphasis on the 
most disadvantaged populations.”83  Key principles have been articulated for the 
FCGH, with the principles addressing equitable health systems, the social 
determinants of health, human rights, global governance for health, and compliance 
with the Convention.84  
The objectives of the FCGH would be, according to Gostin, to “Establish fair 
terms of international cooperation, with agreed-upon mutually binding obligations to 
create enduring health system capacities, meet basic survival needs, and reduce 
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global health disparities.”85 Those advocating the FCGH acknowledge the political 
challenges associated with its development and implementation.86 Furthermore, as 
Gostin notes, although the FCGH creates a space for dialogue and agreement on 
global health, “it does not ensure consensus on contentious issues.”87  However, 
Gostin elaborates that “The framework convention approach has considerable 
flexibility, allowing Parties to decide the level of specificity that is politically feasible 
now, saving more complex or contentious issues to be built in later protocols.”88  
A FCGH would aim to ensure three conditions for good health: universal access 
to an effective health care system; public health services that provide adequate 
nutrition, clean water and a clean living environment; and the broader social and 
economic conditions that contribute to good health, including “employment, 
housing, income support and gender equality.”89  Friedman and Gostin propose four 
pillars to support the progress towards achieving the right to health: (i) incorporating 
the right to health within laws and policies at the national level; (ii) use of creative 
strategies to support right-to-health litigation; (iii) empowering civil society groups 
and individuals to claim the right to health; and (iv) positioning the right to health to 
the centre of global health governance.90 Friedman and Gostin argue that the 
Framework Convention “could help to simultaneously erect all four pillars.”91  They 
recognise the need for strong compliance mechanisms to support the FCGH. Such 
measures could “begin with regular, public country reports on how they are 
implementing the treaty,”92 with such reports either developed through an inclusive 
process or supplemented by consideration of civil society reports, or both. Either 
way, they argue, “the treaty should ensure that evaluation of compliance is not based 
simply on states’ say-so.”93  Importantly, according to Gostin et al, a FCGH could 
provide “specific standards and forceful accountability behind the post-2015 global 
commitments, as well as redressing weaknesses.”94  
 
WOMEN’S HEALTH, LAW, AND HUMAN RIGHTS 
 
Through its focus on basic health needs, by setting targets and measures, and by 
providing a formalized framework for progress, the FCGH could help to improve 
global health, including women’s health. Women’s groups were disappointed that 
reproductive rights were not expressly included in the Millennium Development 
Goals.95 Feminist legal scholars have also argued that the norms of international law 
have traditionally failed to adequately address the experiences of women.96 
Importantly, the SDGs include the target of ensuring “universal access to sexual and 
reproductive health and reproductive rights” within SDG5.97   
The articulation of women’s health needs in terms of rights could be seen as 
individualizing women’s needs, rather than addressing them in terms of social and 
cultural factors that contribute to women’s disadvantage, yet even if we acknowledge 
the limitations associated with rights,98 as Charlesworth, Chinkin and Wright have 
argued, rather than rejecting rights we need to focus on developing analyses of rights 
that meet women’s needs: 
 
“While the acquisition of rights must not be identified with automatic and 
immediate advances for women, and the limitations of the rights model must 
be recognized, the notion of women’s rights remains a source of potential 
power for women in international law. The challenge is to rethink that notion 
so that rights correspond to women’s experiences and needs.”99  
 
BENNETT, WOMEN’S HEALTH AND A FRAMEWORK CONVENTION ON GLOBAL HEALTH 157 
GLOBAL HEALTH GOVERNANCE, VOLUME IX, NO. 1 (2015 SPRING-FALL COMBINED) HTTP://WWW.GHGJ.ORG 
The question of whether international law can support women’s health is an 
important one. Even acknowledging what Charlesworth refers to as “the hidden 
gender of international law,”100  the development of an international legal 
instrument, aimed at addressing global health inequalities, and which included 
recognition of human rights related to women’s health, could provide a real 
opportunity to improve health outcomes for many of the world’s poorest people, 
most of whom are women and children.  
As currently articulated, the FCGH does recognize the relevance of gender. For 
example, an articulation of key principles for the FCGH provides that a FCGH 
should: 
 
“Remove all discrimination – both purposeful and in effect, both in law and in 
fact – and other barriers in law, policy and practice that undermine the right 
to health; respond to specific health needs of women and other populations 
that are marginalized or have special needs; and respond to gender-based 
violence.”101  
 
As we consider the proposal for a FCGH and move forward in considering the steps 
to take in supporting and promoting women’s right to health there are four key 
elements to be included in work on the FCGH. 
First, it is essential that the right to health is articulated in ways that expressly 
account for the gendered dimensions of such a right. Addressing women’s health-
related needs and rights requires a holistic approach to the broad factors that 
contribute to women’s poverty and poor health, including recognition that advancing 
women’s human rights requires consideration of more than just maternal and child 
health,102 and needs to consider women’s health needs across their lives.103 The 
principles articulated for the FCGH recognize that equitable health systems should 
“provide health care across the life course and continuum of care.”104  A focus on the 
right to health should also be undertaken within a context that expressly recognises 
and supports existing international obligations for gender equity such as those in 
CEDAW.105  
The second element relates to the setting of targets. The setting of targets is 
important. They serve to focus attention on important priorities and create 
incentives for change.106 However, as Fukuda-Parr and Yamin have argued, targets 
can also have unintended effects, distorting priorities and taking attention away from 
other important priorities and programs.107 Furthermore, although targets may serve 
to mobilize action around priorities, they may also oversimplify complex matters and 
sideline consideration of issues, such as rights and development that are not readily 
quantifiable.108  
Measurements of success require that data on targets and other indicators be 
disaggregated on the basis of sex.109  Indeed, given the multiple factors that impact 
on women’s health, data should also be sufficiently detailed to account for age and 
disability as well. Disaggregation of data is also essential to identifying disparities 
that exist within countries.110 Quantitative measures alone will not be sufficient to 
achieve gender equity,111 and there is a need to analyze the role of indicators in 
human rights analysis.112 However, when indicators are developed and are provided, 
sex-based disaggregation is an important element in identifying sex-specific 
differentials in progress. There is a growing body of research documenting the 
relevance of sex and gender for health and the need for health research that 
recognizes diversity.113 Furthermore, in its General Recommendation No. 24 on 
women and health, the Committee on the Elimination of Discrimination Against 
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Women indicated that “States Parties should allocate adequate budgetary, human 
and administrative resources to ensure that women’s health receives a share of the 
overall health budget comparable with that for men’s health, taking into account 
their different health needs.”114  Without disaggregated data it will be very difficult to 
track both achievements and failures in women’s health.  
Third, we need to recognize that some areas of women’s human rights, 
including those related to sexual and reproductive health, may be regarded as 
controversial. The FCGH envisages that while consensus may be reached on some 
matters, other matters may take longer. It would be unrealistic to expect that the 
FCGH will provide a “quick-fix” solution to long-standing challenging issues in 
reproductive rights. However, while women’s human rights are more than just 
women’s reproductive rights, it is also true that rights relating to sexual and 
reproductive health are defining issues for women’s health and it is important that 
these rights are articulated in terms of human rights and are protected as such. 
Existing health-related rights for women must be a starting point for the FCGH, with 
clear recognition of current rights articulated in existing international conventions. It 
will be important to ensure that gender equity is clearly articulated within the goals 
and standards set by the FCGH, that there are gender-specific analyses of patterns of 
disease and poor health, and that reporting requirements require data to be 
disaggregated on the basis of sex.  
Finally, there is the critical issue of translating the right to health into 
meaningful, enforceable rights at a local level. While an international convention on 
the right to health can set targets and indicators and establish an agreed framework 
for monitoring outcomes, ultimately health and health care are experienced as lived 
realities within local and national contexts. Friedman and Gostin acknowledge that 
the inclusion of a right to health within national constitutions does not guarantee 
better health outcomes but they argue that “it does provide a foundation for action, 
whether catalyzing legal and policy reforms or unlocking the potential for litigation 
to enforce this right where other routes […] are unavailable or insufficient.”115  The 
justiciability of individual rights in the right to health can help to provide legal 
pathways for formal recognition and enforcement of health-related rights at a 
national level,116 although there is recognition of the limits of litigation in promoting 
global health.117 The complexity of these issues highlights the need to develop 
nuanced understandings of the role of law in supporting global health, both 
individually and communally.118  
 
CONCLUSION 
 
A great deal of work to improve women’s health has been done over many years. 
There is still a great deal of work to be done. Women’s reproductive and sexual 
health—including improvements in maternal and infant mortality rates and access to 
safe abortion—are vital parts of the quest to improve health outcomes for women. 
However, as is evident from the list of the 10 key challenges for women’s health 
outlined here, they are only part of the story. Issues of gender-related violence, the 
gendered dimensions of poverty, the intersections between gender and aging and 
gender and disability, access to food, water and health care, and the emerging 
challenges posed by non-communicable diseases are also part of the broader picture 
of women’s health.  
The link between health and human rights can provide a powerful framework 
for achieving change. In the context of health and human rights, initiatives such as 
the proposal for a Framework Convention on Global Health could provide a real 
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opportunity for advancement of global health and in particular, for addressing the 
needs of the world’s poorest women. It is essential though that goals and targets for 
global health are based on holistic understandings of the gendered dimensions of 
health, and of the poverty and social and economic disadvantage that contribute to 
poor health. Such an approach will ensure that law makes meaningful contributions 
to the task of articulating the relationship between women, health and human rights.  
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